medical model of medical care, which was dominant both then and now. The idea for patient-centered care emerged from the biopsychosocial model of care, which held that each patient is a unique being with unique needs, concerns, and interests, many of which lie beyond the physical illness or injury for which they are being seen. Since then, the phrase has been used to represent several different ideas, but all are consistent with a central theme-care must account for the unique needs and wants of the patient. Mead and Bower 3 found that patient-centered care is composed of five dimensions, which are summarized in Table  1 . Collectively, these dimensions require that health care providers personally engage the patient during treatment in order to identify and account for his or her unique needs. Arguments for why patient-centered care should be practiced are varied. Although the record is not conclusive, evidence suggests that when physicians practice in patient-centered ways, and when patients are receptive to such care, patient outcomes improve. 4 However, Duggan et al. 4 argue that even if patient outcomes do not improve with patient-centered care, a moral imperative exists that makes that form of care necessary. They argue that patient-centered care is moral because it is inherently the right thing to do, regardless of the valence of its outcomes. Its inherent righteousness arises from the respect and understanding made manifest by this form of care. Consequently, Duggen et al. 4 suggest that health care providers must work to develop patient-centered virtues. That is, they must have the proper attitudes and beliefs about the importance of patient-centered care before they can behave in ways that reflect those attitudes and beliefs.
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IT IS very difficult to read medical or health-related literature today without stumbling upon the phrases evidence-based practice (EBP) or outcomes. This observation should not demean those concepts-both are central to successful health care practice in general, and both have direct relevance to athletic health care specifically. Too often, though, these ideas are interpreted to mean more than what they are intended to mean. For example, it is often assumed that if a clinician is practicing in an "evidence-based" manner, with clinical decisions guided by the best available evidence, that that clinician is necessarily doing what is best for the patient.
The fact is that EBP and clinical outcomes research do not, by definition, account for the unique needs and interests of all patients, however. In fact, the patient gets very little consideration in most EBP definitions or EBP decision-making schemes. Moreover, the outcomes evidence employed by a clinician to assess care may not reflect the needs or interests of the patient being treated. First, the concepts and terminology important to outcomes data collection are not understandable to the average patient. Second, the research that generated the evidence may not have accounted for patient concerns or needs when it was performed. In fact, some have argued that the demands of evidence-based practice, such as number needed to treat calculations, have decreased the ability of providers to be responsive to the needs of patients. 
Patient-Centeredness in Athletic Health Care
Several years ago, the Uniform Terminology Project of the National Athletic Trainers' Association established that the proper name for those receiving athletic training services is patient. This decision was not without some controversy. Some argued that athletes were better thought of as clients, or just athletes. Others argued that patient should only be used to refer to athletes who were injured or ill. For purposes of the current argument, however, I assume that injured or uninjured athletes are properly referred to, and though of, as patients. I also assume the relationship between the athletic trainer and patient is properly identified as that of a health care provider and patient. Consequently, on the surface, patient-centeredness in athletic health care should look very much like patient-centered care in any other environment. In theory, the dimensions of patient-centered care identified in Table 1 apply as well to athletic training as they do to medicine. The variations of what patient-centered care could look like in athletic training are too numerous to explicate here; however, it is easy to illustrate how some aspects of the athletic environment are predisposed toward patient centeredness. For example, Sue Hillman, my colleague and former instructor, has long advocated what she calls "trainer turn-around" day. Once a week the athletic trainer and patient change roles, and the athletic trainer performs the same activities that the patient was required to complete, but under the patient's supervision. This kind of interaction is patient-centered because it addresses two of the dimensions identified by Mead and Bower.
3 It is both an opportunity for the clinician and patient to share power and responsibility, and it contributes to the development or maintenance of the therapeutic alliance.
Other aspects of the athletic environment, however, may prove challenging to the basic principles of patient-centered care. One such challenge is the tripartite relationship between athlete, coach, and athletic trainer. Personal experiences and anecdotes from colleagues suggest that often, influence from the coach can unnecessarily impede or constrain the medical decisions that are more appropriately made in consultation between the athletic trainer and the athlete. Many athletic trainers have first-hand experience with coaches who deride, sometimes publicly, athletes who are injured and are forced to visit the athletic training room for care. In these situations, the coach's actions can be interpreted as suggesting that the patient is less valuable or less human simply because he or she is injured. Moreover, patients who require repeat visits to the athletic training room are frequently accused of malingering by these same coaches. The cultural effects of this behavior can be significant. One consequence is that both the athletic training room, and by association the athletic trainer, are poisoned as a place of refuge for our patients.
Patient-centeredness forces us to identify our proper role in these situations and helps set a proper course of action. In this case, the proper course of patient-centered action is to defend the patient against The "patient-asperson"
Understanding the meaning of illness and injury to a patient requires understanding the patient.
Sharing power and responsibility
The relationship between provider and patient is egalitarian-decisions are shared.
The therapeutic alliance
The personal relationship between provider and patient plays a significant role in treatment, management, and outcome.
The "provider-asperson"
Providers are subjective, not objective, and their reactions to a patient matter to the patient.
